Background: The qualitative assessment of LV regional wall motion abnormalities (WMA) Is challenging and subject to high Inter, rater variability, Since the temporal sequence of regional wall motion Is altered after Inlemtion, we hypothesized that the temporal characteristic== of LV volume during systole ee determined by automated border detection (ADD) would also be altered end provide e simple, quantitative method of dateotlng WMA, Methods: Two-dimensional eQhocardlograma from 73 p~tlenta referred for coronary disease were studied, Wall motion scoring was performed on ell Images to separate those with resting WMA (+) from normal (~-), Cardiac cycles el the apical 4 and 2 chamber views were digitally acquired end transferred to ~ workstation where LV volume by Stmpson's method was ¢alculated for each frame utlllzlng endocardlal borders automat ee y defeated by a minimal cost contour detection algorithm, Log-transformed sy~tollc LV volume was plotted against time yielding stepo~ which characterized the rate of LV emptying (~\logV/,~t) In each patient,
Results; The population consisted el 49 WMA, and 24 WMA+, The AI0gVLxT derived from ABD volume analysts In both the apical 4 end 2 chamber views achieved statistical significance between the groups (WMA (.) va, WMA (+): 4 chamber: 1,32 t 0,59 vs, 0,87 :t 0,36, p -0,001; ohamber ', 127 ~t; 0,5B vs, 0,86 :t 0,40, p -0,001 More pronounced %E of left ventricular filling iS seen by pulmonary venous peak D velocities as compared to that of mitrel inflow E velocities 47 ± 17% vs 19 ~: 10% respectively (p-value .~ 0.001). The same extent el rospiraton/ variation was noted in 7 patients with A.tib (56.5 ~: 13.3% vs 17.1 t: 32% p-value 0.O18).
Conclusion: Characteristic patterns of respiratory variation in lelt ventncular filling in CP is best seen by pulmonary venous flow velocities which reflects the dissociation between intrathoracic and intracardiac pressures. Previous studies have reported that tricuspid valve prolapse (TVP) occurs frequently in patient~ with mitral valve prolapse (MVP) with a 20-50% prevalence. Recent advances in our understanding of 3D valve geometry, however, have improved the spec!ticity for diagnosing prolapse. We therefore examined 2307 consecutive patients diagnosed with MVP over 7 years by current 2D echo criteria. TVP was diagnosed as superior systolic displacement in the RV inflow view (above the high points of the annulus in 3D). Tricuspid regurgitation (TR) was considered significant (moderate or severe) for jet area/right atrial area -:20%. 91 patients (prevalence of 4%) were found to have prolapse of at least one tricuspid leaflet ( 
Methods:
We moated intravascu!ar thrombus (Iv'r) by inserting thrombin soaked cotton threads into the infenor vena cava (IVC) in 9 dogs, With a Commercially available 2-D ech¢cardiographic System, we recorded images of the IVC at baseline w~th no ¢t,ntrast agent, during COntinuous infusion of MRXlt3 (a nontargetedcontrast agent as a Control) and intusmn o1 targeted agent, MRX408 Videointensity (VI, unitless) and the size of IVT (area) were analyzed blindly, Presence 0t IVT was venfied by autopsy.
Results: In all instances of IVT, eff¢lent binding by the agent MRX408 and visually apparent increase in ultrasound contrast enhancement were noted. Vl o11VT was not different betwee't baseline and MRX113 (40.0 ± 14.6 and 73.9 ± 41.3, p = ns) but was hKjher dunng MRX408 infusion (105.7 ± 47.8, p < 0.05 vs. Baseline and vs MRX113). The maximum area of IVT was similar dunng baseline and MRX 113 (p = ns) but was found to be target dunng MRX408 thfusion by >41 ± 9%and >34 ± 14%, (P < 0.01 for each).
Conclus~n: The tissue targeted contrast agent, MRX408 enhances the wsualtzation of IVC thrombus It has the potential to improve the diagnostic power for detecting and delineating intravascular thrombus, even when a conventional ultrasound imaging medaflty is employed. From 9/95-8/'97, 229 patients with secunduro atrial septal defect, 11 with patent foramen ovale and associated stroke and 3 with tenestrated Fortran undenNent transcatheter closure using the new self-centering, repositionable Amplatzer" Septal Occluder (ASO) at a median age of 6.6 yr (0.9-70 yr) and median weight of 22 kg (6.5-120 kg). The median size 0t the defect by 2D TEE was 12 rom (2-23 mm) and the median balloon stretched diameter was 15 mm (3-26 ram). The median size o1 the device (size of COnnecting waist beh,,,een the h'~o disks) used to close the detect was 15 mm (4-26 ram). In lew patients, both disks of the device were inadvertently opened either in the left or right atrium, because of the ability of repositioning the de~ce, eventually all patients had correct device deployment. The median fluoroscopy time was 16 min, (2.3-64 rain.) and median total procedure time was 90 rain, (27-139 rain.). Complications included were 2 device embolization to the RV with successful catheter retrieval and 1 endocarditis necessitating device removal and I with transient ischemic attack. At 24 hours by color Doppler, 74% of patients had complete (C) closure, 15% had trivial residual shunt (TS) and 6% had small residual shunt (SS). At one month follow-up by color Doppler, 91% of patients had C and 4.6% had TS and 2.8% had SS. No episodes of wire fracture or disruption. We conclude that the new ASO is safe and effective in completely closing most alrial communications. Methods; From 7/90 to 5/97. 42 patients underwent transcatheter stent insedion to relieve RV conduit stenosis Median age at procedure was 5.9 yrs (range, 6 me-17 yrs). with a median inten/al from conduit insertion of 24 ym (3 mo-13.9 yr'3). Clinical, echo, hemodynareic, ang~ographic and follow-up data were obtained.
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Results: RV systolic pressures decreased from 71 ± 18 mmHg to 48 ±
